LOUISVILLE METRO

PEGRT,
PSS A

"PUBLIC SPECIALTY CLINIC 05-12-2014 REF:
" sHEAITH REGISTRATION FORM
" &WELLNESS There may be additional charges at the end of your visit.
é **If you have State Medicaid, Medicare, Passport or Private Insurance, please give cards to clerk.
o . .
o | Date of visit: PLEASE NOTE: If you are
% currently on your menstrual
A« | Name: . , - cycle, you can not be seen for
E Last First Middie Initial Il o0 ovar T
& | Social Security #: - - .
é Birth date: _ / /
; Month Day Year
7 2}
g Address: Medicaid:  Medicare:
_ ( - ) !’aVsspnrt:‘v Private Ins k
ﬂ City County State Zip Code : :
Home Phone: (___ ) Cell Phone: ()
s Emergency contact: friend / relative  Phone: ( )
Age
Sex: o we s
Male 30 Female O gz‘g Y¥le:e5n in this clinic before?
v If yes, when:
Race: ’ Month
Asian (O > Yeus
Black 3 Why are you here today? (Check services needed):
Hawaiian O
Hisp. /Latino 0 STD Exam Only O
NativeAmer. / Alaskan O HIV Test Only U
White 0O STD Exam incl. HIV Testing O
| Other: Syphilis Testing Only 0
| Herpes Culture U (not a blood test)
Warts (1
g'.ll:;ii:aluS@tIiSI Reeeived a call from us (Do you know the name of
e son. who ¢ :
Married O the person who called you
Diverced U Other: (Please Specify)
Separated O

Widow(er) 1




Patient Name:

DOB;:
: , ID Number:__
'Specialty Clinic HISTORY AND PHYSICAL EXAM
What is the main reason for your visit foday? [ No Complaint D. Discharge O Odor [0 Sores
O Pain when urinating [I Pain in genital area O Rash” [ Bumps 0O Buming when urinating  [I Genital Itch
0O Testiclepain 0O My partner had? e Other: . S

When did your symptoms start?

What have you done to relieve symptoms?
Are you allergic to any medicines orfoods? I Yes O No [f yes, piease list:

Current medications: O None U Calcium L Muliviamin & Follc Acid O Other:

Alcohol or Street Drugs: 1 None L1 Seidom: Type - O Occasional: Type
1 Frequent: Type N L _ ’
Abuse/Neglect/Violence: [1 Pressure to have sex [0 Forced sexual contact - O Fear of verbal/physical abuse

[l None - Il Daily needs not met [m] Anonymous partners - [ Sex for money or drugs
Sexually active with: O Males 0 Females O Both

Number of partners: In the past month: ___ Inpast2 moyths: _In pasf 452 months:
IN THE LAST 60 DAYS - ‘
_Date of last oral sex: givenireceived/both Partners: E1 Male L Female -~ [ Both

* Jate of last genital sex (penis to vagma) Partners: = [1 Male O Female 0O Both ‘
.Partners:

Date of last anal sex: given/received/both 1 Male [0 Female 3 Both

-1 Do you use condoms: O ALWAYS 0O SOMETIMES O NEVER
BIRTH CONTROL: [I Nore 01 Pill » O Depo . O WD 0 NuvaRing - [IPatch .

O Foam 0O Implanon - - 0O Vasectomy OTubal Ligation . 1 Other:
Date of last HIV Test: I
FEMALES ONLY:

. @] - .
First day of last menstrual period: O :ya:t::mmusal y g glt‘t?:r"“ ciralabiaion . .Prfegnant
O Regular - Oirregular > K :
. g rreguiar : Are you trying to get pregnant? O Yes ~ [ No
When was your last PAP? . . O Never
‘Was the result normal? O Yes H No Explaln '
Do you douche? O Yes ONo " | # pregnancies : . #live births .
Patient Signature C : Date

STOP HERE. DO NOT WRITE BELOW THIS LINE

DIS/Health Educator O PretestHIV I Posttest HIV

Signature: ) J Other:

5-0117 rev. 11/22/11




Patient Label

OBJECTIVE: General Examination

SYSTEM NL | ABNORMAL SYSTEM NL | ABNORMAL
. | GENERAL Lymphatic | Neck -
Constitutional' | ,ppEARANCE .
' HEAD: SCALP Axiiia
HEENT EYES: ' [ Groin .
’ - SkinfSQ ingpaction .
“‘,’“T”- Tissue {rashes) -
— Palpation
: ‘ _ {nodules) -
Gastro- Abdomen BLOODDRAWN: [ rPr O Fra
intestinal Anus/Perineum HIV:© [laccerter [Opecunep [Owa
Male Genital Area BLOOD DRAWN BY:
Scrotum LaB:  [1 GRamSTAIN
Testes 0O weTMOuNT
Penis O koH ‘
Genito- -
urinary Female ita O RPR
Vagina - TzANGK
Cervix 0O ore .
Uterus OTHER: (
Adnexa o A
TESTING TODAY: COMMENTS/EXPLANATIONS
JGCI/Chiamydia Swab Clurethral - [ Cervical '
[J GCiChiamydia Urine
[J GC Cuilture Oral [0 GC Culture Rectal
3 HIV Biood [IHIVOral
[ Herpes Culture 1 Wet Mount
[1 Other:
IMPRESSIONS:
1 NO APPARENT STD [} GONORRHEA [J CHLAMYDIA . O TRICHOMONIASIS ONGY DOwpc
[0 BACTERIAL VAGINOSIS | 1 VAGINITIS 3 CANDIDAFUNGAL [J HERPES LI WARTS CISYPHILIS :
O MOLLUSCUM 1 CRABS 3 SCABIES {J CHANCROID CIFoLLicuums U1 CERVICITIS
apip 1 CONTACT TO:
TREATMENT: [INONE
L1 Twinrix INJ TIME: _ SITE: MFG: LOT# EXP DATE:
OBiclllin24mulMX123 INJTIME: SITE: MFG: LOT #: EXP DATE:
[ Ceftriaxone 250 MG IM INJ TIME: SITE: MFG: LOT#: EXP DATE: '
1 Azithromycin 1 GM PO
1 Azithromycin 2 GM PO Recommendations made to client, for
[1 Metronidazole 500 MG PO BID X 7 DAYS scheduling of follow-up testing and-
i procedures, based on assessment: [ N/A Referrals Made: [J N/A
[ Metronidazole 2 GM PO {1 Vision/Hearing O FBS/GTT ;
7 Doxycycline 100 MG BID PO X DAYS [ Speech O Lipid Screen opPCcP
[ Terconazole Cream QHS X 7 O Dental O Pap Smear 03 Pediatrician o
[ Nystatin Cream BID X 7 — 10 DAYS O Hgb O Mammogram | O Rediology [ Hands
1 TCA provider applied to genital warts O Sickle Cell 0 'Ultrasou?w d B MNT with RD O FPC
I Acyclovir 400 MGPO Q8 HRS X 5 DAYS RX 1 Medicaid
C 4 O Lead O TST/CXR A
O Miconazole Cream QHS X7 DAYS 0 UCGHCG O Liver Panel {3 Social Sves
0 Permethrin topical - use as directed O Developmental Scr. Tests 0 1-800-QUIT- NOW
U1 Counseled on Benefits, SE and adverse
tion to medicati i & JADAGC 1 Urology [1 Cobper Clayton Classes
- '::: on to medications given. 01 Other: I Colorectal O Other
er: surgery Co
Provider's Signature: - Date: Recommended RTC:




REGISTRATION, AUTHORIZATIONS, CERTIFICATIONS AND CONSENTS

Place # labelof . . B Place #3 label 6f
regiyn'qtio;? here \ Registration here
Place #2 label of Place #4 label of
registration here registration here

Is it OK for us to use an automated telephone message to remind you of yotir appointments? [ | Yes D No

FINANCIAL CERTIFICATION:

{ ceartify thet my amswers are correct and compiste to the best of my knowledge and | have reported all my household income, KTAP,
Medicaid, and Food: Stamp benefits fo detemine program sliglbiiity. | understand that | may be asked to provide proof of household income,
KTAP, Madicaid, and Food Stamp benefits. ’

v D | understand that some of the health depariment's fess for service are based upon ablfity to pay which is determined by an assessment of
; household income. Since | prefer not o supply this information | agree to pay full charges.

Signature of Patient or Atthortzed Person Date : {WITNESS Signature, i person connot sign}

.s,imtmaafPtﬁentor‘mﬁzedhmm fate o {WITNESS Signature, Jf person cannot sign)

PAYMENT FOR SERVICE/ASSIGNMENT OF BENEFITS MUST be sfyhgvdrfar every patient who has a third party payor. Name of health department MUST
M ,

ASSIONMENT OF BENERTTS: 1 request that payment of authorized medical- insurance benefits be made to
) B on my bebulf. for gervices I received. | also authorizs the local health department to rolease medical
information abott me 1o Medicare, mxurmance and other $hind party payors to determine payment for services. This constitutes permission o release medical information repanding
: sexually transmitted diseases, ifapplicable, to third party payors pursuant o KRS 214.420, ' . :

l~imverudﬁw;bmendb:vehdan.opponunllytoukqusﬁmlmdmtudkluusmeheckedlhmultnwﬁsmmaMyﬁmmb&cwMﬁumldomn&:m”
declure 28 stated above,

Signature of Patient or Authorized Person Date {WITNESS Signature, if person cannot sign)

: s —

GENERAL CONSENT FOR HEALTH SERVICES (expires 1 year from date signed, uriless change in custody):
1§ Of my own free will | consent to care which may include soresnings, exams, lab tests, treatments, medicines, x-rays, and any other
health servica given to me or above named individual by staff or agents of this health depariment. | understand that no Guarantess are
' being made as to the effect of any exam or treatment on me or above named individual. | aiso understand | may be tested for {HIV)
infection, Hepatitls B, or any other disease carried by blood or body fluids If such a test(s) is needed for a diagnosis, to assist in my or
above named individual's freatment, or if a health care worker is exposed to my or above named individual's bicod, body fiuids or fissue

as applicable by law. v’ o

Signature of Patient or Authorized Person (WITNESS Signature, if person cannot sign)

(Relationship to the patient, if not self) 4 Date.

. . = —— . -t
GENERAL CONSENT FOR HEALTH SERVICES BY FOSTER PARENTS OF MINORS IN CUSTODY OF THE CABINET FOR
HEALTH AND BAMILY SERVICES (valid for 1 year from date signed, unless change in custodyfoster parent or invasive
procedure required):  Of my own free will | consent 1o health services, for the minor child of which is currently in my foster care,
given to the above name individual by staff or agents of fhis health depariment. ! understand that | am pot allowed to consent to

-any invasive procedure services as defined by 201 KAR 20:235, Section 1{6) for the above named individual. | understand that .

" no Guarantees are being made as to the effect of any exam en the person for whom | am consenting. * ' o

Signature of {CHFB) Foster Parent ) Date

‘WIC-RIGHTS AND RESPONSIBILITIES (MUST be signed at every WIC certification and recertification.)

I have been advised of my rights sud obligations under the WIC program, This includes the rights and responsibiilties for the eWIC eard and any housshold benefits lusved to the
earifbolier sccount, | sndsrstand that I am siso responsible for snsuring the security of the eWIC banefits card and the PN, | certify that the information I bave provided for my
eligibiiity detormingtion is correct. ko the best of my knowirdge. This certification form is being submitted io connection with the receipt of Federal Assistance. Program officias
may verify lnformation on the certification forms, | understand that intentionally making s faise or misleading st t or intentionaliy misrepresenting. concenlfing, or
withholding frcts may result in paying the state sgency, in cash, the vaiue of the fond benellts lmproperty issoed to me and may subject me to vivil or eriming! prosecution under
State nod Federal inw, | have besn ssued | slso understand that my mame may be ghen to other heatth and wellare programs for eligibifity purpores {or that program.

Signature of Patient or Other Autharized Ferson Date

CH-5 (Rev. 4n4) 270245



REGISTRATION, AUTH 0RIZAﬁONS,~ CERTIFICATIONS AND CONSENTS

Place #1 label of Pince #3 label of
regisiration here » Registration here
Place #2 label of Place #4 label of
registration here registration here

Is it OK for us to use an automated telephone message to remind youf of your appointments? D Yes D No.

- FINANCIAL CERTIFICATION:

. D | certify that my answers ére comet and complets to the best of my knowledge and Lhave reported all my household income; KTAP,

Medicaid, and Food Stamp benefits to determine program eliglbliity. | understand that | may be asked to provide proof of household income,
KTAP, Medicaid, and Food Stamp benefits,

El Funderstand that soms of the hsalth depariment's fees for sarvice are based upon ability to pay which is determined by an assessment of
: household income, Since | prefer not to supply this.information | agree to pay full charges. _

‘Signature of Patient or Authorized Parsan Date .  (WITNESS Signature, i person cannot skyn)
Signature of Patient or Authorized Person .  Date " (WITNESS Sigrature, §f person tannat sign)
PAYMENT FOR SERVICE/ASSIGNMENT OF BENEFITS MUST bs signed for svery patient who has a third party payor. Namis of heatth deparement MUST

. be SPELLED OUT,
ASSIGNMENT OF BENEFITS: | requast that payment of authorized medical insurance benefits be made fo :
on my behalfl for services | received, | atso authorize the fomal heslth department to releage medics!
information about me to Medicare. Insurance and otiwr thind party payors to detenmine payment for services. This constites permisgion 1o rolease medice! information regarding
sexuslly transmitted discwscs, if applicabie. to third party payors pursuant o KRS 214.420,

lk:varudthclhowmhnehd:noppamlhytonkqnuﬁons.lmdmh-d&elun:htchdnbonulnmnumne,uxﬁmhnbdwhﬁumldaconent.lnthodzcor
decizre a5 stated nbove,

Signature of Patient or Authorized Person Date {WITNESS Signature, ff person cannot sign}

P "

GENERAL CONSENT FOR HEALTH SERVICES (expires 1 year from date signed, unless change in custody).
.} Of my own free will | consent i care which may Includs scresnings, exams, lab tests, treatments, medicines, x-rays, and any other

health service given to me or above named individual by staff or agents of this health department. | understand that no Guarantees are
being made as to the effect of any exam or treatment on me or above named individual, | also understand | may be tested for{HIV)
infection, Hepatitis B, or any other disease carried by blood or body fiuids if such & tesl(s) is needed for a diagnosis, to assist in my or
above named individual's freatment, or if a health care warker Is exposed to my or above named individual's blood, body fiuids or lissue
as applicable by law.

~

Signature of Pabient or Authorized Person [(WITNESS Signature, f person cannot sign)
(Relationship to the patient, If not soff} ‘Date.
. BRI

R
GENERAL CONSENT FOR HEALTH SERVICES BY FOSTER PARENTS OF MINORS IN CUSTODY OF THE GABINET FOR
HEALTH AND FAMILY SERVICES (valid for 1 year from date signed, unless change in custody/ffoster parent or invasive
procedure required).  Of my own free will | consent to health services, for the minor child of which s currently in my foster care,
given fo the above name individual by staff or agents of this health depariment. / understand that | sm not aliowed to consent to
any invasive procedure services as defined by 201 KAR 20:235, Section 1 (6) far the above named individual, | understand that

no Guarantees are being made as to the effect of any exam on the person for whom | am consenting.

Signature of (CHFS) Foster Parent Date

WIC RIGHTS AND RESPONSIBILITIES (MUST be signed at avery WIC certification and reeertlﬁcaﬁbn.)

T have been advised of my rights xad abligations under the WiC program. This incindes the rights and responsibilities far the
cardholder sccount. I understad that | am aiso responsibie for ensuring the gecurity of the *WIC henefits card and the Pl
eligibility determingtion is correct, to the best of my koowiedge. This certification form is being submitted in connection wi
may verify jnformation on the certification forms. 1 understand that intentionally makiog » false or misiesding statement o
withholding facts way resultin paying.the state agenvy, in cash, the vaiue of the foud benefits improperty issued to me and
State and Federal law. I have been iysued | aiso understand that my nume may be given to other hexith and welfare prog

eWIC curd and sny household benefits iswued to the
8. 1 certify that the information I have provided for my
th the receipt of Federal Assistance. Program officlals
rintentionally misrepresenting, conterling, or

mwy subject me-to eivil or criminat proseeution under
rams for eligibility purposes for that program.

Signature of Patient or Other Authorized Person . Date

CH-5 (Rev. 4/14)




LOUISVILLE METRO

_PUBLIG

Client Name: (print) -

Date of Birth:

By signing this form, you acknowledge the HIPAA Pﬁvacy Notice for the Louisviile
Metro Department of Public Health and Wellness has been presented to you.

Signature of Client (or another authorized person) Date Signed

For Louisville Metro Department of Public Health and Wellness Use Only

Client refused to sign HIPAA Privacy Notice Acknowledgement

Employee Signature:

Date:

HIPAA Privacy Notice Acknowledgement Form Yorm #3-0500 {rev 5/07)
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